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MISSION STATEMENT 
To provide opportunities for information sharing between midwives and to 
promote the profession of midwifery and the need for appropriate legislation so 
that midwives in Newfoundland and Labrador are publicly funded to provide 
evidence-based midwifery care for childbearing families in this province. (2005) 
This issue contains a report from the Midwifery event for the International Day of the 
Midwife held on May 2. General information about midwifery practice and financial costs are 
also included. Preparations are ongoing for the CAM national conference to be held in St. John's 
in October 2012. Suggestions for exhibitors and sponsors are being sought. So, if you have any 
ideas please let us know. The preliminary plans for the pre-conference workshops are being 
organized. These are usually more clinical skills related and could be useful for those who plan to 
apply to become registered. 
The membership fees for 2012 were due January 1. At the back of the Newsletter is a 
membership form for this year. Being a member keeps you in the communication "loop" when 
there is any news to be shared. 
The Newsletter editor welcomes midwifery news items, especially about midwifery 
conferences and workshops. Those who submit items are responsible for obtaining permission to 
publish in our Newsletter. The Editor does not accept this responsibility. Items for the Newsletter 
should be submitted by the end of the month before it is due. 
Pearl Herbert, Editor, (pherbert@mun.ca) 
AMNL General Meeting, 
Monday, September 24, 2012 at 4:00 p.m. (Island time) 
Information available later. In St. John's this will be in a different location. 
Canadian Association of Midwives 
Annual General Meeting and Conference October 17-19, 2012 
at the Sheraton Hotel, St. John's, Newfoundland 
(www.canadianmidwives.org) 
20th World Breastfeeding Week August 1-7, 2012 
Understanding the Past- Planning the Future 
Celebrating 10 years of WHO/UNICEF's Global Strategy for Infant and Young Child Feeding 
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Canadian Association of Midwives (CAM) (Ann Noseworthy, AMNL Rep to the CAM Board) 
In the past there have been two Bridging programs [http://cmrc-ccosf.ca/node/27] - the Multi-
Jurisdictional Bridging Program and the International Midwifery pre-Registration Program 
provided by Ryerson University that focuses on preparing midwives to work in Ontario. 
However, the MMBP is now being suspended [http://cmrc-ccosf.ca/node/213]. 
For some differences between the way midwifery is practised in Canada compared to other 
countries see http://cmrc-ccosf.ca/node/38. 
If the midwifery education program was two years in length or less, applicants are required to 
have a minimum one year of full-time practice in order to be eligible to apply to IMPP. One full-
time year of midwifery practice is defined by the IMPP as 40 births as a primary midwife, plus 
1200 documented and verifiable work hours as a midwife completed over a period of not less 
than six months. Selected applicants will be asked to attend an Objective Simulated Clinical 
Examination (OSCE). It is strongly recommended that the midwife has practiced within the last 
five years. The other option is to attend the Ryerson University Post-Baccalaureate Program for 
Health Professionals that requires two years (6 semesters) of full-time study. 
The proposed 2012 Pre-Conference Workshops are a 3-hour Workshop on Better Preceptoring, a 
3-hour workshop on Care for the Caregiver, and back by popular demand, a 3-hour Advanced 
Suturing for Maternity Care Providers Watch the CAM web site for information: 
http:/ /www.canadianmidwives.org/conference/ 
International Day of the Midwife 
The International Day of the Midwife, May 5, is a day when midwives around the world take the 
opportunity to raise awareness of midwifery, including in most years the AMNL and the Friends 
of Midwifery NL. This day was formally launched by the International Confederation of 
Midwives (ICM) in 1991 following suggestions from member associations of midwives. The 
activities take various forms, such as lobbying and advocating for policy changes related to 
mothers and babies, raising funds to support midwifery practice in poorer countries. For 2012 the 
theme for the International Day of the Midwife was The World Needs Midwives Today More 
Than Ever. 
International Day of the Midwife 2012, in St. John's 
This year the annual International Day of the Midwife event, organized by the Association of 
Midwives ofNewfoundland and Labrador (AMNL) and the Friends of Midwifery NL, in 
collaboration with Eastern Health, was a public meeting that took place on the evening of 
Wednesday, May 2, 2012, at the Health Sciences Centre main auditorium. This year we are 
fortunate to have a guest speaker who the Provincial Perinatal Program and Eastern Health 
brought to St. John' s to present at the Obstetric Rounds and to meet with the Executive 
Committee of the Department of Health and Community Services. 
June Hynes, co-chair of the Council of Health Professionals, a requirement of the Health 
Professions Act 2010, provided information about the Midwifery Representation on the Council 
of Health Professionals. (The schedule attached to the Health Professions Act lists seven 
professions to be regulated, and midwifery is one of these professions.) 
• 
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Eileen Hutton, PhD, midwife and nurse, and Director of Midwifery at McMaster University, was 
the guest speaker. The title of her talk was 1Vfidwijery in Canada: Where does Newfoundland and 
Labrador fit? She practiced midwifery both before and after midwifery was regulated in Ontario 
in I994. She is involved in much research, is on committees of the Society of Obstetricians and 
Gynaecologist of Canada (SOGC), and last year she was appointed Professor of Midwifery 
Science at Vrije University, Amsterdam, a part-time endowed chair position. Eileen is also a 
registered nurse and started her nursing career at the hospital in Labrador City. Interestingly it 
was discovered that this was also where June, a medical laboratory technician, started her career 
(at different time periods so they had not met.) 
Midwifery Representation on the Council of Health Professionals 
At the Midwifery Event meeting June Hynes, co-chair of the Council of Health Professionals, 
gave an up date regarding the Council. The following is from her talk. 
The Health Professions Act (HPA) was given Royal Assent in June 2010. This legislative 
framework regulates numerous professions under one statute with common sections applicable to 
all professions and profession-specific regulations. This form of regulation is known as an 
"Umbrella Legislation". The professions covered, at present, are Audiologists/Speech Language 
Pathologist; Dental Hygienists; Medical Laboratory Technologists; Midwifery; Respiratory 
Therapists; and Traditional Chinese Medicine Acupuncturists. In serving the public interest the 
objects of the Council are to "Support the quality and safety of health services; enhance public 
protection; improve patient safety and strengthen the regulatory system; and facilitate patient-
centred inter-professional collaboration and care. " 
The Newfoundland and Labrador Council of Health Professionals is comprised of I8 members of 
which two represent the professional colleges and one public member per college. The 
representatives for midwifery are Pearl Herbert and Kay Matthews. This Council was appointed 
by the Minister of Health in 201I. Co-chairs are Dr. John Crellin, public member and I, June 
Hynes, representing Medical Laboratory Technologist. 
The Council first me in September 20 II and since that time has been working very hard to meet 
the requirements of the HPA. The Council has formed committees for Registration, Quality 
Assurance, Complaints and Discipline, and Finance. We have leased office space at 5IO Topsail 
Road, in St. John's; created a website www.nlchp.ca, and e-mail contact@nlchp.ca, and 
telephone number (709)770-2809. The Council is in the process of hiring a Registrar. 
Members of the Council are all volunteers, dedicated to ensuring the public that health services 
are delivered by qualified professionals. This would include establishing by-laws that govern the 
Council, developing quality assurance guide lines and forming complaints and discipline 
committees. It is anticipated that the first professionals to become registered under the HP A will 
be Medical Laboratory Technologists, Respiratory Therapists and Traditional Chinese Medicine 
Acupuncturists. Hopefully, the remaining groups will be registered in the near future. 
[Proclamation of the HPA is expected to be at the end of September 20I2]. 
Health Professions Act 2010 is Reeistration Required? 
Compliance required 
5. (I) A member of a health profession to which this Act applies shall not practice that profession 
unless the person is registered under this Act. 
(2) Except where authorized to do so in the regulations, a health professional shall not perform, 
engage in or otherwise participate in a reserved act 
Prohibition 
8. A person may not practice a health profession which is designated in the Schedule unless that 
person is registered under this Act. 
[http:/ /www.assembly .nl.ca/Legislation/ sr/ statutes/hO 1-02.htm] 
Midwifery in Canada- Where does Newfoundland and Labrador Fit? 
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At the Midwifery event on May 2 Eileen Hutton discussed the extensive preparation that 
midwives receive to become registered midwives [and across Canada all the university programs 
are similar- in BC at the University ofBC, in Alberta at Mount Royal University, in Manitoba at 
the University College of the North, in Quebec at Universite du Quebec a Trois Rivieres, and the 
three collaborative programs in Ontario at McMaster University, Ryerson University, Laurentian 
University.] About 50% of these 4-year programs is spent in various clinical areas. At the end of 
their midwifery education those graduating have neonatal resuscitation skills, and emergency 
skills, and write the Canadian Midwifery Registration Examination. For the first year after 
graduation the newly registered midwives are mentored. The programs that are a little different 
include the one at the Innuulitsivik Hospital in Povungnituk, Quebec, where a midwifery 
program was started in 1986 to prepare Inuit women to be midwives. The graduates are now full 
members of the [College] Ordre des sages-femmes du Quebec (OSFQ). In 2000 a three-year 
midwifery program for aboriginal students was started at Tsi Non:we Ionnakeratstha Ona:grahsta 
on the Six Nations Territory in Ohsweken, Ontario. Eileen illustrated her talk with slides, 
including photos of preparing for a home birth, and answered questions. 
Eileen presented in more detail the statistics from midwifery care and the different models of 
midwifery care that are used in various locations at the other two meetings. 
Financial Cost of Midwifery Care 
When comparing the financial cost of maternity care provided by a midwife to that provided by 
an obstetrician it was found that midwifery care, that is publicly funded, saves money for the 
health care system. (O'Brien, B. et al. (2010). Comparison of Costs and Associated Outcomes 
Between Women Choosing Newly Integrated Autonomous Midwifery Care and Matched 
Controls: A Pilot Study. JOGC, 32 (7), 250-256. 
[http:/ /www2.cfpc.callocal/user/files/% 7B3 CAOFE 18-B3 7 6-4CD9-8BEE-60B34 FC3 E3 D2% 7D/ 
JOGC-Bev0%20Brien.pdf]) 
There is always a cost to the health care system when a woman becomes pregnant and receives 
care during the antepartum, intrapartum and postpartum periods. However, there is an added 
expense for any interventions which occur (a bag of intravenous (IV) fluid costs money.) The 
Canadian Institute for Health Information (CIHI, 2006) calculated that "in 2002-2003 the average 
inpatient hospital costs for patients who had a vaginal delivery with no complications were about 
$2,700" (p. x). "The average cost of caesarean deliveries (about $4,600 per patient) was also 
higher than for vaginal deliveries" (p. x). Then added to this is the cost of the baby, and for the 
baby with no complications the average cost was $795. "Hospitals typically spend over 60% 
more to care for a mother who has a caesarean section birth than they do for a mother who has a 
vaginal delivery" (CIHI, April 2006). Mothers and babies are discharged from the hospital earlier 
than they used to be, and there is an increase in babies being readmitted with jaundice, which 
' 
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adds to the hospital costs (CIHI, 2004). Since this publication the regulation of midwifery has 
occurred in more jurisdictions and more midwives are now registered to practice in Canada. 
(Canadian Institute for Health Information. (2006). Giving birth in Canada: The costs. Ottawa: 
Author. [http:/ I dsp-psd. pwgsc.gc.ca/Collection/H 118-3 8-2006E. pdf]) 
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In 2003 the Ontario Ministry estimated "the cost to the health care system of a midwife-attended 
birth in a hospital is about $800 less than with a family physician. If the midwifery client gives 
birth at home, the cost is about $1 ,800 less." There are also savings as the cesarean section rate 
for midwifery clients are lower, episiotomy rates are less, and hospital readmission rates are also 
lower. Midwives are associated with fewer interventions during labour and birth. (Association of 
Ontario Midwives. (20007, May). Benefits of midwifery to the health care system. 
[http://www.aom.on.ca/Communications/Government_Relations/Benefits_of_Midwifery.aspx]) 
The Birthplace study completed by a University of Oxford team in England studied 64,000 births 
across the country, between 2008 and 2010. It was found that home births and midwife-led care 
are safe for babies, improve outcomes for mothers and save the National Health Service money. 
In an obstetrical unit the cost was £1142.00 and for a planned birth at home was £780. (2012 
RCM Midwives Magazine, 15(3), page 8). 
Also reported in the BMJ http://www.bmj.com/content/344/bmj.e2292. 
Midwifery in Canada in the 21st Century 
A midwife is a person who has successfully completed a midwifery education programme that is duly recognized in 
the country where it is located. . . who has acquired the requisite qualifications to be registered and/or legally 
licensed to practice midwifery and use the title 'midwife'; and who demonstrates competency in the practice of 
midwifery (ICM International Definition of a Midwife. Revised and adopted by ICM Council June 
15,2011.) 
Midwife is an anglo-saxon word and means "with woman". It describes the receiver not the 
provider of the care. 
The Canadian Midwifery Regulators Consortium (CMRC) has information regarding midwifery 
education and the Canadian Midwifery Registration Examination on their website (www.cmrc-
ccosf.ca) including the core competencies knowledge and skills required by a beginning midwife. 
Midwifery is a profession and midwives do not need any other qualifications although the 
employer may require the midwife to have dual qualifications such as nursing (two separate 
professions so the midwife would need to meet the requirements for registration in both 
professions.) Midwives are required to successfully complete CPR and the Neonatal 
Resuscitation Program every year and an emergency skills workshop (such as ALSO) every two 
years. 
In Canada legislation regulating the practice of midwifery commenced in 1994 with Ontario, and 
now only Prince Edward Island, Newfoundland and Labrador, and Yukon do not have 
legislation. Midwifery care is publicly funded so is free to all women. In those jurisdictions 
where regulations occurred after 1999 the midwives are employed by the regional health 
authorities and the majority of midwives are insured with Health care Insurance Reciprocal of 
Canada (HIROC) that has a Joint Statement on Liability Protection for }vfidwives and Physicians. 
The mission ofthe Canadian Association of Midwives (CAM) (www.canadianmidwives.org) is 
to provide leadership and advocacy for midwifery as a regulated, publicly funded and vital part of 
the primary maternity care system in all provinces and territories. The vision of CAM is that 
midwifery is fundamental to maternal and newborn health services, and that every woman in 
Canada will have access to a midwife's care for herself and her baby. 
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The midwife is recognised as a responsible and accountable professional who works in partnership with women to 
give the necessary support, care and advice during pregnancy, labour and the postpartum period, to conduct births 
on the midwife's own responsibility and to provide care for the newborn and the infant. This care includes 
preventative measures, the promotion of normal birth, the detection of complications in mother and child, the 
accessing of medical care or other appropriate assistance and the carrying out of emergency measures. 
The midwife has an important task in health counselling and education, not only for the woman, but also within the 
family and the community. This work should involve antenatal education and preparation for parenthood and may 
extend to women's health, sexual or reproductive health and child care (ICM, 2011.) 
Midwives provide care for women not expecting any complications during pregnancy or labour. 
If complications occur there are guidelines for consultations. The midwife provides all of the care 
including prescribing medications and requisitioning routine tests. Midwives have expertise in 
caring for women and their babies from pregnancy through to at least 6 weeks after the birth, at 
which time they hand the care of the mothers and babies over to the mother's family physician or 
community health nurses. (The Standards and Guidelines for when registered midwives practice 
in Newfoundland and Labrador were accepted by the Provincial Government's multi-disciplinary 
Midwifery Implementation Committee in 2001, and have recently been revised and updated as 
necessary.) 
A midwife may practise in any setting including the home, community, hospitals, clinics or health units (I CM, 
2011.) 
While midwifery legislation and regulations are specific to each province and territory, the 
midwifery model of care is essentially the same across the country. It is usual for two to four 
midwives to have an office located in the community and to have hospital privileges. (The 
Ontario Resource Manual for Sustaining Quality Midwifery Services in Hospitals, September 
2010 provides an example). Two midwives or a midwife and a registered professional (such as a 
registered nurse or a medical doctor) who has NRP skills may be the second attendant. The 
primary midwife is the professional in charge unless the mother's care has been transferred to an 
obstetrician. When a transfer of care has occurred the mother's and baby's care may be 
transferred back to the midwife for postpartum care. In some locations the midwife may provide 
care to all childbearing women. There are regions where midwives are required to have in their 
practice a certain percentage of women with mental or social challenges who may benefit from 
the one to one continuity of care provided by midwives. Other midwifery models include a 
midwife and a family doctor equally sharing a midwifery practice. If midwives are based in a 
hospital it needs to be realized that babies do not arrive according to shifts, so midwives do not 
work 8 or 12 hour shifts. Midwives need to be able to make home visits, provide continuity of 
care, and observe the essentials of women centred care and choices. For a successful midwifery 
program the regional supervisor needs to have a good understanding of the Canadian midwifery 
model. 
Fundamental to the Canadian model is woman and family centred care that meets individual 
needs, promotes the healthy, normal process of pregnancy and birth, and values the profound 
meaning of the childbearing experience in women' s lives. Other central principles of this model 
include; Continuity of care: Midwifery care is provided on a continuum throughout pregnancy, 
labour, birth and the post-partum period, enabling women to build a relationship of mutual 
understanding and trust with their midwife or midwives. Visits may occur in a clinic or at home, 
and usually last 30 minutes or more, depending on the amount of information to be shared. 
Practices are organized so that a midwife known to the woman is available at all times to attend 
the birth. Informed choice: Information is shared with the woman at each prenatal visit and she is 
• 
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encouraged to make informed choices about her own care. Midwives support the woman as the 
primary decision-maker and contribute their knowledge and evidence-based recommendations in 
a non-authoritarian manner. Midwifery visits allow adequate time for open, interactive discussion 
and education. Choice of birthplace: Midwives respect the woman's right to make an informed 
choice as to where she would like to give birth and are prepared to provide intrapartum care in 
hospital and out-of-hospital settings, in accordance with professional standards and guidelines. 
Canadian A&reement on Internal Trade (AIT) Labour Mobility Chapter 7 
Annex 708 Occupational Qualifications and Standards Part I 
7. Where, as a result of the occupational analysis, a high level of commonality has been 
determined to exist in the occupational standards that have been established in respect of the 
occupation in the territories of two or more Parties, the occupational standards that have been 
established in those territories shall, as between those Parties, be considered mutually acceptable 
without further examination for the licensing, certification or registration of workers who meet 
those standards. [http://www.ic.gc.ca/eic/site/ait-aci.nsfleng/il00008.html#I] 
Agreement on Mobility for Midwifery 
Health professions are regulated by authorities in the provinces and territories, not federally. 
Health professionals are therefore registered in the province or territory in which they work. 
Inter-provincial mobility agreements help to ensure that health professionals can move to another 
Canadian province or territory and continue to work in their profession. Registered midwives 
moving from one province to another apply under the Agreement on Mobility for Midwifery in 
Canada. The mandate of all regulatory authorities is to protect the public through setting 
minimum education and competency requirements, assessing applicants for registration, 
monitoring and enforcing standards of practice and safe care, and setting guidelines and 
requirements for continuing competency. The members of the Canadian Midwifery Regulators 
Consortium are the regulatory authorities for midwifery in Canada.[http://cmrc-ccosf.ca/node/24] 
There are midwives practising in other jurisdictions in Canada who have indicated that they want 
to move to Newfoundland and Labrador to practice midwifery. With Labour Mobility this will be 
easier - once midwifery is regulated in this province. 
Midwives Prescribin& Narcotics 
In July 2010 the then Canadian Association of Midwives (CAM) President, Gisela Becker, sent a 
letter to the Honourable Leona Aglukkaq, Minister of Health, Health Canada on behalf of CAM 
"to express the organization's strong support of Health Canada's proposal of a revised list of 
substances that midwives be able to prescribe under the Controlled Drugs and Substances Act as 
pre-published in the Canada Gazette, Vol. 141, #26." 
Health Canada first proposed changes to the regulation under the Controlled Drugs and 
Substances Act (CDSA) in 2007, and in an article by B. Mcisaac, in the May 2012 ARNNL 
ACCESS, "Expanding NP Scope: Influencing Legislative Change" (p. 11) it mentioned that these 
changes may come into effect in 2012. Health Canada proposes that New Classes of Practitioners 
Regulations include midwives, nurse practitioners and doctors of podiatry medicine, as 
practitioners under the CDSA. This will allow them the authority to prescribe controlled drugs. 
When the CDSA is changed regulatory bodies will determine the necessary credentials required 
to allow the prescribing of narcotics in their jurisdiction, the development of a security and 
accountability process, and the development of educational requirements. Currently the 
Association of Registered Nurses ofNewfoundland and Labrador (ARNNL) is offering nurse 
practitioners in the province the opportunity to complete an online controlled drugs and 
substances education course to prepare· their registrants with the required knowledge, skills and 
ability needed when the federal regulations are changed. 
[See http:/ /www.gazette.gc.ca/rp-pr/p 1/2012/20 12-05-05/html/reg 1-eng.html for some further 
information, although it is not quite accurate regarding midwives in this province.] 
Statistics for Newfoundland and Labrador 
Lorraine Burrage, Program Co-Ordinator of the NLPPP, has been busy analysing some maternal 
newborn statistics. 
Provincial Birthrate 
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The latest birth rate from Vital Statistics for Newfoundland and Labrador for 2011 is 4,501. Over 
the last ten years it has fluctuated and last year was the lowest. 
2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 
4686 4628 4506 4527 4579 4567 4905 4936 4888 4501 
The Perinatal Health lndicators.for Canada 2011 (from the Public Health Agency of Canada) 
Lorraine Burrage has reviewed some of the data from this report for this province. 
The maternal mortality rate per 100,000 births, 1996/1997 to 2009/2010, for this province was 
16.4 (Canada 9.0). The highest in the country. The rate of severe maternal morbidity per 1,000 
deliveries, 2003/2004 to 2009/2010, was 20.0, the same as the Yukon Territory and slightly 
above the Northwest Territories rate of 19.9 (Canada 14.1). Again Newfoundland and Labrador 
had the highest rate in the country. The large for gestational age among singleton newborns 
(2004-2008) rate was 15 .2, only NWT had a higher rate (Canada 11.1 ). The rate of neural tube 
defects (1990-2007) was 5.6 per 10,000 total births, the fourth highest in the country (Canada 
4.6). The rate of cesarean birth (2009-201 0) was the highest in the country at 31.4 per 100 
hospital deliveries (Canada 27.8). 
The rate ofbreastfeeding initiation (2009/2010) was the lowest in the country at 61.5% (Canada 
87.3). The rate of exclusive breastfeeding for six months or more (2009-2010) was also the 
lowest in the country at 15.4% (Canada 25.9) 
Two recent reports from the Newfoundland and Labrador Provincial Perinatal Program are; 
Central and Northeast Labrador Perinatal Report 2006-2009. St. John' s, NL 
Labrador West Perinatal Report 2006-2009. St. John' s, NL. e-mail: nlppp@easternhealth.ca 
Comments by Pearl Herbert. 
One of the items noted was that the populations in the two districts in these reports had different 
ethnic backgrounds (although there could be some overlap). In both districts the mother' s BMI 
could not be recorded because of lack of height measurements. One wonders if there needs to be 
a requirement for the height of all women to be measured and recorded when they are admitted to 
• 
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hospital (or after the birth). I do not know how well equipped all the small clinics/health centres 
are, so perhaps some do not have scales with height measures and have to rely on wall charts. 
The initial ultrasounds occurred later in pregnancy than standard recommendations, but rural 
areas would not have an ultrasound so the first one will occur later, if at all. One could ask, why 
have an ultrasound if there is no question of abnormality or multiple births? Also, not all women 
want an abortion for an abnormality. 
Interestingly for Central and Eastern area, the diabetes figures are reversed (pre-pregnancy higher 
than gestational) when compared with Western area and NS and BC. So is this the reason why 
abnormalities are occurring? Women entering pregnancy with poorly controlled blood sugars, are 
at risk for having a baby with a defect, such as heart disease. A recent study carried out between 
1996 and 2008 in the North of England found the higher a pregnant woman's blood sugar levels 
the higher the risk of birth defects. Any reduction in high glucose levels was likely to improve 
the chances of a healthy baby. This is one of the first studies to quantify the effect of glucose 
levels on risk (2012 RCM Midwives Magazine, 15(2), page 9.) 
In both Labrador locations the cesarean section rate is rising (in 2009 in Central and Eastern 
22.5% and Western 47.3%). But with nearly a fifth of the births in Central and Eastern area in the 
high birth weight range could this be due to poor diabetic control? Could this account for the 
dystocia and cephalo-pelvic disproportion? Another reason for birth defects could be the caffeine 
content of soft drinks and coffee. The high salt content of most prepared foods (and milk also 
contains salt) could be a reason for the increased weight in this province. 
In Central and Eastern area more women received ante-natal care from nurses/midwives than 
from physicians, the opposite in Western area where the ante-natal care is provided by 
physicians. In both areas less than half of the women received folic acid. Not mentioned was the 
neonatal mortality figures (although between 2006 and 2009 a slightly higher percentage of 
babies were transferred to St. John's from Western area.) 
It was noticed that both Labrador Health Centre and Captain William Jackman Memorial 
Hospital (CWJMH) use entonox as the main analgesia, and that epidural analgesia is available at 
CWJMH. 
A surprise was the breastfeeding numbers. On discharge only 50.9% babies from Labrador 
Health Centre and 57.1% babies from CWJMH were breastfed. 
Suffering in Silence report of 4Children UK. The national charity all about children and 
families. http://www.4children.org.uk/Resources/Detail/Suffering-in-Silence 
This report presents new research from 4Children that shows that many families are suffering the 
consequences of postnatal depression in silence; that if and when they do seek help mothers are 
not getting the swift access to the range of treatment options they need; and that this is having a 
detrimental impact on families across Britain. 
Results from our survey, undertaken by the parenting club Bounty for this report, reveal that a 
toxic combination of lack of awareness of the symptoms of postnatal depression and fear of the 
stigma attached to it are preventing thousands of new mothers from seeking help at the early 
stages of this illness. This, despite that fact that an estimated one in ten new mothers will suffer 
from it- approximately 70,000 women a year in England and Wales- from across the social 
spectrum. The good news is that there are relatively simple solutions available, as the report's 
recommendations reveal 
ASSOCIATION OF MIDWIVES OF NEWFOUNDLAND and LABRADOR 
APPLICATION FOR MEMBERSHIP 
2012 
Name: ______________________________________________________________________ __ 
(Print) (Surname) (First Name) 
All Qualifications: -------------------------------------------------------
Full Address: -------------------------------------------------------
Postal code: -------------------Telephone No. ------------------------------
(home) 
Telephone No.-------------------- Fax No.-----------------
(work) 
E-mail Address: 
-----------------------------------------------------------
Work Address:---------------------------------
Area where working: 
Retired: Student: 
---------- -----------
Unemployed:----------
List of Organizations of which you are a member (the Association receives requests from various organizations for 
representatives to review articles, attend conferences, be on committees). Your name would not be forwarded without 
your consent. 
Provincial: 
-------------------------------------------------------
National: 
------------------------------------------------------------------
International: 
---------------------------------------------------------------
Would be interested in participating in a research project if asked: Yes 
--
No 
-----
For midwives who pay $75.00 ($20.00 AMNL membership fee and $55.00 CAM membership fee): 
If you do not agree to your address, postal and Internet, being released to CAM tick here: No release: __ __ 
I wish to be a member of the Association of Midwives and I enclose a cheque/money order from the post office 
for: $ 
---------------(Cheques/money orders only (no cash) made payable to the Association of Midwives of Newfoundland and 
Labrador). Membership and financial year from January 1 to December 31. 
To be a member of AMNL and receive the electronic quarterly AMNL newsletter $20.00 
For AMNL members also to be members of Canadian Association of Midwives (CAM) add $55.00 (Total $75.00) 
[$75.00 includes AMNL membership and CAM membership, including the 4-monthly CAM research/practice journal.] 
Membership for those who are residing outside of Canada $20.00. Correspondence will be by e-mail. 
Signed: Date: -----------
Return to: Pamela Browne, Treasurer, Box I 028, Stn. C, HVGB, Labrador, NL, AOP 1 CO 
f 
